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Table I. Patient characteristics 
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Age 
Sex (yr) Lobe resected 
Day oi ehest 
tube removal 
Length oi stay 
(days) Complieations 
F 73 Right upper 
M 58 Left upper 
F 67 Right upper 
F 59 Left upper 
M 77 Left upper 
F 75 Left upper 
F 58 Right upper and middle 
M 65 Right upper 
M 69 Right upper and middle 
M 58 Left upper 
F 73 Left upper 
F 53 Right upper 
F 43 Right upper 
F 68 Right upper and middle 
M 61 Left upper 
M 58 Left upper 
F 62 Left upper with 
ehest wall resection 
M 77 Right upper and middle 
F 44 Right upper 
F 87 Right upper and middle 
re nt laryngeal nerve during mediastinal Iymphadenee-
tomy. 
Teehnieally, I do not do anything out of the ordinary. I 
earefully disseet the fissures and eomplete them with 
surgieal staplers, and all patients are extubated in the 
operating room. 
I eongratulate Robinson and Preksto for bringing to our 
attention pleural tenting and eoneur with them that it may 
be an invaluable tool in patients after large segmenteeto-
mies, partieularly in patients with emphysematous lungs. I 
further agree that this method should be available for the 
surgeon's use, as they noted in their closing diseussion. 
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Isolated bronchogenic cyst of the lower 
mediastinum 
To the Editor: 
12/8/90668 
In a previous issue of the Journal, Ribet, Copin, and 
Gosselin 1 described symptoms, locations, and treatments 
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Readmitted 1 week later 
with pneumothorax 
None 
None 
Temporary left voeal 
cord dysfunetion 
None 
None 
None 
None 
None 
of bronchogenic eysts of the mediastinum. These cysts are 
an anomaly of the bronchial development from the prim-
itive ventral foregut that arises from cells isolated from 
the main pulmonary branches when the lung bud sepa-
rates from the primitive gut. 
We reeently operated on a 60-year-old symptom-free 
woman who had a tumor of the posteroinferior mediasti-
num evident on a ehest x-ray film. A radiogram taken 5 
years earlier showed no abnormalities. Computed tomo-
graphie scan of the ehest confirmed the presence of a 
lesion located in the left paravertebral region adjacent to 
the descending aorta. 
The mass was interpreted as a neuro genie tumor and a 
magnetic resonance imaging scan was obtained to assess 
the relationship with the intervertebral foramina. This 
latter examination showed a high signal intensity image, 
whieh was interpreted as indicating a cystic neurogenie 
lesion (i.e., neuroenteric cyst, anterior meningocele, or 
other neurogenie tumors; Figs. 1 and 2). The patient was 
opera ted on through a left lateral thoraeotomy. The 
tumor appeared eystie and translucent, with a thin wall, 
overlying the lateral aspeet of the deseending aorta at a 
juxtadiaphragmatic level. No eontact or eontinuity with 
the trachea, pulmonary hilum, or esophagus was present, 
and the excision was straightforward. 
Histologie examination revealed a ciliated eolumnar 
mucosallining with smooth muscles and bronchial glands. 
The content of the cyst was clear and sterile mueus. Thus 
the lesion was diagnosed as a bronchial cyst of the 
mediastinum. 
Even though bronchial cysts of the lower mediastinum 
and also of the subdiaphragmatic region have oceasionally 
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Fig. 1. Magnetic resonance image of the left laterovertebral region showing a high-intensity lesion 
adjacent to the descending aorta. 
Fig. 2. Sagittal magnetic resonance image shows the re-
lationship between the tumor and thc descending aorta at 
a juxtadiaphragmatic level. 
been reported, they have gene rally been associated with 
the trachea, carina, hilum, or esophagus.2 The peculiar-
ity of our case is that the cyst was not related to 
the above-mentioned structures. It appeared indeed 
related to the parietal pleura overlying the descending 
aorta. 
The tumor in our case was similar in location to the 
tumors in two of the adults whom Ribet, Copin, and 
Gosselin I described. These tumors were preoperatively 
mistaken for neurogenic tumors because of their latero-
vertebral location, even though they were anterior to the 
foramen. This atypical location can create diagnostic 
problems despite modern imaging modalities such as 
computed tomographie scanning and magnetic resonance 
imaging3 and has to be taken into consideration in the 
differential diagnosis of tumors of the laterovertebral 
sulcus. 
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Aprotinin 
To the Editor: 
12/8/90504 
I enjoyed the recent article "Operations on the Tho-
racic Aorta and Hypothermie Circulatory Arrest: Is Apro-
